SUMMARY Peripheral blood lymphocyte subpopulations were measured in 18 patients with primary proliferative polycythaemia and 13 patients with secondary polycythaemia. A decrease in numbers of suppressor T lymphocytes and an increase in the helper:suppressor T lymphocyte ratio was found in those with primary polycythaemia compared with normal subjects and patients with secondary polycythaemia. If other causes of an increased helper:suppressor ratio are excluded this variable may be useful in confirming the myeloproliferative nature of patients with erythrocytosis.
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In 1983 Eridani et al reported a study of peripheral blood lymphocyte subpopulations in patients with primary proliferative polycythaemia and idiopathic erythrocytosis.' They found that in both groups there was a decrease in total numbers of Tlymphocytes, with a particular decrease in the suppressor lymphocytes compared with the numbers seen in normal controls, so that the helper:suppressor Tlymphocyte ratio was increased.
We performed a study of peripheral blood lymphocyte subpopulations in patients with primary proliferative and secondary polycythaemia to determine whether the helper:suppressor T lymphocyte ratio differed between the two groups.
Material and methods

SELECTION OF PATIENTS
New and follow up patients with primary proliferative and secondary polycythaemia attending the outpatient departments at the Northern General and Royal Hallamshire Hospitals, Sheffield were studied. Primary The figure represents the helper:suppressor T lymphocyte ratios obtained within each study group. There was no significant difference between the mean total T lymphocyte counts of normal subjects compared with those of patients with either primary or secondary polycythaemia. There was no significant difference between the mean numbers of helper T lymphocytes of normal subjects compared with those of either polycythaemic group.
Mean values for suppressor T lymphocytes were significantly decreased in patients with primary polycythaemia compared with those in normal subjects (p < 0-001), whereas there was no significant difference in this value between patients with secondary polycythaemia and normal subjects.
As a result of this decrease in suppressor T lymphocytes in the primary group the helper:suppressor T lymphocyte ratio was significantly increased in this group compared with that of normal subjects (p < 0 001) and patients with secondary polycythaemia (p < 0-01). The only Patients often present to haematology clinics with increased haemoglobin concentrations, venous haematocrits, and red cell volume without any other features to suggest a definite diagnosis of primary or secondary polycythaemia.
Modan and Modan8 introduced the use of the term benign erythrocytosis for this type of patient in 1968. In 1979 Pearson and Wetherley-Main9 substituted the term idiopathic erythrocytosis. In their study of similar patients 40% progressed to primary proliferative polycythaemia within six years of follow up from time of diagnosis, so that in their experience the condition was not benign. Eridani' showed that patients fulfilling the criteria of idiopathic erythrocytosis also had increased helper:suppressor T lymphocyte ratios similar to his patients with primary polycythaemia, thereby corroborating the theory that this condition is a primary proliferative disorder.
We conclude that the finding of an increased helper:suppressor Tcell ratio of greater than 25 implies the likelihood of a primary proliferative disorder in patients with a true polycythaemia, provided other causes of an increased ratio can be excluded. Fourteen of our 18 patients with primary proliferative polycythaemia had helper:suppressor T cell ratios greater than 2 5 compared with none in the group with secondary polycythaemia, but we should point out that one of our normal control subjects did have a ratio of greater than 2-5.
The two main T cell subsets modulate erythroid progenitor cell growth in vitro. The helper Tcells, with the cooperation of monocytes, stimulate progenitor cell growth, whereas the suppressor cells inhibit growth of these cells.'0 - 13 Zoumbos et al"4 reported that 10 of 12 patients with aplastic anaemia had increased numbers of activated suppressor Tcells compared with the numbers in control subjects. Furthermore, these cells were found to be releasing y-interferon, which suppressed progenitor cell growth in vitro. 
